Gastrointestinal tract malignant melanoma is an uncommon form of neoplasm that may be either primary or metastatic. Diagnosis is often delayed until the illness becomes an emergency due to complications, such as intestinal hemorrhage, obstruction and perforation. We report a case of 42 year-old Ethiopian male patient presented to the emergency department with sign and symptoms of intestinal obstruction. The patient underwent laparotomy, ileo-ileal intussusception reduced and small bowel mass resection done. The histopathologic examination confirmed malignant small bowel melanoma. The purpose of this case report is to discuss clinical presentation and pathologic features of this rare condition with a review of the current literature.
Introduction
Melanomas may arise from the skin or mucosal covering of the respiratory, alimentary, and genitourinary tracts. Mucosal melanomas are rare and accounted for approximately 1 percent of all melanomas [1] . Gastrointestinal tract malignant melanomas are rare form of neoplasm that may be either primary or metastatic. Small bowel metastatic deposits attributed to malignant melanoma originating from skin primary are found in 2-5% of patients [2] . The melanoma of the small bowel is often asymptomatic. If symptoms are present they are usually nonspecific and can vary from abdominal pain (17 -64%), occult or gross bleeding (24 -84%) and weight loss (10 -47%) [2] . Diagnosis is often delayed until the illness complicated and become an emergency, such as intestinal hemorrhage, obstruction and perforation [3] .
In this paper we present a case of small bowel obstruction secondary to ileo-ileal intussusception resulted from metastatic small bowel melanoma. The clinical presentation and pathology description are discussed with review of literatures.
Case report
A 42 year old Ethiopian male patient presented complaining of crampy abdominal pain of three days duration, followed by frequent fecaloid vomiting and failure to pass feces and flatus of 24hours duration. On examination, he was acutely sick looking with pulse rate of 96/minute and blood pressure of 110/70mmhg.The abdomen was grossly distended with diffuse tenderness, hyper tympanic and hyperactive bowel sound. Laboratory studies showed normal values except a raised white cell count of 13,000/ µL. Plain abdominal x-ray showed distended bowel loops with multiple air fluid level. With the diagnosis of small bowel obstruction, the patient has briefly resuscitated with intravenous fluids and 1 g prophylactic ceftriaxone has been administrated. After getting an informed consent, patient underwent laparotomy. The intraoperative exploration confirmed the diagnostic with multiple distended bowel loops due to ileo-ileal intussusception 30cm from ileocecal valve (figure 1A). The intussusception was reduced and the small bowel segment with charcoal black nodular lesion of 4x3cm resected. (Figure 1B) . The histopathology examination confirmed the diagnosis of small bowel melanoma with gross description of small bowel loop 12 cm long with a blackish nodularity protruding from the subserosal surface (Figure 2A ). The cut section showed an intramural, charcoal black, well circumscribed nodularity, measuring 4 x 3.5 cm, covered by a smooth and intact mucosal surface ( Figure 2B ). Microscopic examination showed submucosal diffuse proliferation of malignant melanocytes ( Figure  2C ). Subsequent postoperative clinical examination detected an acral lentiginous melanoma on the sole of the left foot ( Figure  3) . 
Discussions
Malignant melanoma was reported to be 1% to 3% of all gastrointestinal malignancies [4] . Gastrointestinal tract melanomas are mostly metastatic, their most common origin being cutaneous melanoma [5] . A great debate regarding the origin of these tumors has developed, as several cases of primary melanomas of the ileum and the anus have been described [5, 6] . Some suggest that these neoplasms arise either from the Schwann cells of the gastrointestinal tract or from the neural crest melanoblastic cells, which migrate to the distal ileum through the omphalomesenteric canal [6] . Some researchers consider all gastrointestinal tract melanomas to be metastatic from cutaneous origin, as it is well known fact that some cutaneous melanomas suffer spontaneous regression [7] .
Up to 60% of patients that die from melanoma are found to have metastases at autopsy [8] , however, in patients who are alive the metastases detected in less than 4% of cases. The failure to detect metastasis is due to lack of specific symptoms early in the disease or they are asymptomatic [9] . Sometimes, small bowel melanoma presents with emergency clinical picture due to intestinal obstruction or intestinal intussusception and rarely as bowel perforation [2] . In a review of 13 pathologic specimen of intussusception, lipoma was the most common benign tumor and metastatic malignant melanoma was the most common malignant tumor [10] .
Bender et al. defined four different types of metastatic melanoma of the small bowel: cavitary, infiltrating, exoenteric and polypoid ("target" or "bull's eye" lesion). The polypoid pattern is the one most commonly found in small bowel metastasis [2, 10, 11] which is also true in our case and that may be the reason why the patient developed intussusception; the polypoid lesion acting as lead point.
Different imaging techniques may give a suspicion of intestinal neoplasm; however the definitive diagnosis can be obtained only after surgical exploration. A wide margin intestinal resection including mesentery resection with its lymph nodes remain the treatment of choice. Surgical resection allows getting the final pathologic diagnosis. It is also reported that surgical intervention increased survival significantly; especially when resection is complete on microscopic examination [2, 12] .
Conclusions
A thorough examination of the patient from head to toe is important to detect cutaneous melanoma and rule out metastatic melanoma. Small bowel metastatic melanoma remains a rare cause of small bowel intussusception. Wide margin surgical excision is the main stay of treatment of primary melanoma. Long term follow up and awareness of the natural progression of cutaneous melanoma may help to early detection and modern management of metastatic melanoma.
